The occurrence of leiomyoma of the rectum is uncommon. Most of these lesions are clinically silent and are found incidentally during laparotomy or endoscopic procedures for unrelated conditions. Symptomatic leiomyomas of the rectum are encountered less frequently, with only sporadic reports in the literature. We describe a case of a leiomyoma of the rectum presenting as recurrent lower gastrointestinal hemorrhage and secondary anemia.
INTRODUCTION
Smooth muscle tumors may occur throughout the entire gastrointestinal tract, but are rarely seen in the colon and rectum. Most of these lesions are clinically silent and are found incidentally during laparotomy or endoscopic procedures for unrelated conditions. Symptomatic leiomyomas (LMs) of the rectum are encountered less frequently, with only sporadic reports in the literature. We describe a case of LM of the rectum, presenting as recurrent lower gastrointestinal hemorrhage and secondary anemia.
CASE REPORT
A 55-year-old woman presented to our unit complaining of recurrent rectal bleeding and secondary sideropenic anemia. Colonoscopy revealed the presence of a polypoid, submucous, ulcerated lesion in its vertex (2 cm from the anal margin) ( Figure 1 ).
An endoanal ultrasound scan showed a mass located in the anterior wall of the rectum, approximately 7 cm in size, with no infiltration of perirectal fat ( Figure 2) . A biopsy was made and the pathological study showed a proliferation of fusiform, elongated spindle cells arranged in fascicles. The nuclei were elongated and cigarshaped, and there was minimal nuclear pleomorphism. No mitotic figures were seen ( Figure 3 ). Immunohistochemistry was positive for smooth muscle actin (SMA) and desmin and negative for CD117.
With a preoperative diagnosis of rectal LM, the mass was removed by local excision with preservation of the rectum. The patient is currently in the 12th mo of follow-up, and has no signs or symptoms of relapse.
DISCUSSION
Primary LMs present most commonly in the female genital tract and as skin lesions. This tumor is seldom encountered in the gastrointestinal tract. The most common localization is the stomach, followed by the small intestine. The colon, rectum and esophagus are less likely sites. LM of the anorectal region represent 3% of all gastrointestinal LM, and less than 0.1% of rectal tumors [1] [2] [3] [4] [5] [6] .
Most reported LMs are sessile intraluminal or intramural tumors. They can also present as pedunculated extra luminal mass of the colon [7] . LM often remain asymptomatic until they have reached a fairly large size. The clinical manifestations of these smooth muscle tumors depend on the location, size and direction of tumor growth. They include intestinal obstruction, hemorrhage, and perforation into the peritoneal cavity.
Intraluminal lesions can be detected earlier because of the earlier presentation of symptoms. Many of these tumors are discovered incidentally on routine endoscopic examination of the large bowel. Endoscopically, these tumors can present as pedunculated intramural or intraluminal polyps, and they may look like the more usual adenomas. Complementary investigation, such as with computed tomography, endoscopic ultrasonography, and magnetic resonance imaging, strongly corroborates the diagnosis. Endorectal ultrasound can help to define the extent of disease and may be a useful adjunct in deciding about the appropriate surgical procedure [8] .
The biological behavior of smooth muscle tumors varies from benign to locally aggressive and highly malignant. The biological behavior may not be reflected by the histology, as even benign-looking smooth muscle tumors may metastasize. Thus, a combination of site, tumor size, histological appearance and mitotic count give the best prediction of behavior [9] .
LM should be separated from gastro-intestinal stromal tumors (GISTs). LMs are positive for actin and desmin and negative for CD34 and CD117 (KIT), and GISTs have the opposite pattern [10] . Surgical excision is the treatment of choice for most LMs. Snare polypectomy is an adequate treatment, but large LMs are believed to be best treated by surgical resection, because conventional colonoscopic resection of large and deep-seeded tumors poses a high risk of perforation [11] . Ensuring the complete removal and follow-up are necessary precautions for tumors with any atypia or mitotic activity. 
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